Aberdeen Area Youth Regional Treatment Center
PO Box 680
Mobridge, SD 57601-0680
(605) 845-7181
FAX: (605) 845-5072

Application P

When submitting an application for an adolescent to enter this facility
there are guidelines that must be followed before a request can be
presented to the Admission Committee for consideration.

RE EDD NTATION

1) Bio-psycho-social evaluation by a certified/licensed mental
health professional or an Assessment with a DSM-1V diagnosis of
Chemical dependency or Abuse;

2) Copy of Tribal Enroliment Certificate, Letter of Pending
Enroliment or Proof of Lineal Descendancy;

3) Copy of current Physical, PPD, Immunization Record and Medical
Coverage;

4) Authorization Form — IHS-810 (11/06) for correspondence
a) To/From Parent/Legal Guardian

These Releases need to be completed in_their entirety with the
appropriate boxes checked with the signature and date at the bottom.
An application that doesn't have all the required fields filled in will be
considered INCOMPLETE and retumed to the referent for completion.

Please submit all the documents so that it can be presented to the
Admission Committee for consideration in a timely manner. If you
have further questions, please feel free to call (605) 845-7181 ext. 122
for Amy Yellow or fax to (605) 845-5072



ABERDEEN AREA YOUTH REGIONAL TREATMENT CENTER
Residential Admission Form Section |

Client ic inf ig
To be completed by cotinselor.
Client Informaticn
Name: Date:
Cily, State &
Address: Zip Coder
Date of Male Soctal
Birth: Age: Sex: Femate Secunly #.
Home Phone: Redigion:
Tiibal Afiiliation;
Emergency Contact
Relatjonship to
Name; Client:
Cily, State &
Address: Zip Coda.
Home Phone #: Work Phone #:
Referral Source:
Name: Program Name:
City, State &
Address: I Code:
Phona #; Fax#:
Parent!Guardian Information
Mother's Name:
City, State &
Address: Zip Code:
Home Phone #: Work Phone #:
Dats of Triba
Birth: Affiliation:
Father's Nama:
City, State &
Address: Zip Code:
Home Phone #; Work Phone #;
Date of Tribal
lgirth: Affiiation:
Health Care Coverage
IHS Servics Unit: Phone #:
Eligibie for Contract YES  [Name & Phone # of IHS/
Health Senvces? NO _ CHS Authorizing Official:
Medicaid YES State Medicaid Elghility
welfare)? NO Medicaid #: filed ir: Date:

INTAKE PACKET 2-RESIDENTIAL ADMISSICN FORM SECTION |




ABERDEEN AREA YOUTH REGIONAL TREATMENT CENTER
Residential Admisston Form Section!

Ta b cormplated by counssior.
Piivala YES
Insurance? NO Inswrance #: Nama of Insured:
Relafionship Name of Insurance
to Client: Company:

City, State &

Address: Zip Code
Phone # Fax #

Why does the client need residential ireatment?




ABERDEEN AREA YOUTH REGIONAL TREATMENT CENTER

Residential Admission Form Section il
Subslance Use History

Biomedical Conditions {Medicat Problems and Physical Chaflenges):

Allercies: NOTE: Doctor statement required for allergies, bee stings
Madications ____ Foods _ and reasons for medications,
Insect Stings Planis Other:
Doges ihe client have a hislory of
Asthma Othar medical problams:
Setzure Disorder
Heart Problems
Diabeles
Tuberoulosls
al medicalions
are curentty
prescribed for the
glient?
Is the ciient physically challenged?
Does the cliant use a whesithair, YES f"YES",
erutches, cane? Does the client NO pleasa
have vision or hearing difficulties? explain:

Emational/Behavioral Conditions and Complications:

IF *YES", please sxplain:

Has the cliert seen a Therapist’s Name Phone#  Dales of Treatment Reason for Therapy
psychiatrist, YES

peychologist, or NG

counsslor for emotional

or mental problams?

Is the cllent I "YES", describe frequency and

curmently in YES reguiarty of visits,

ottpatient NO

froatment?

oes the cllent If *YES", please describe the situation(s} to includa how and
heve a history of YES with whal they tried o harm themselives:
|sr.l'dda thotghts or NO ’
Dulg Method Mome of Hospitd £.of Days jt Hempital Substance Abuoe voived)
YES NO

Was the dlient  YES|

hospitalized? NO YES NO

YES NO

Doss the potantal F*YES", pleasa

resident curantly have YES |describe:

any suicidal thoughts? NO

# "YES", pleasa
Does the polential YES ldescrbe:
homioidal thoughls?

INTAKF PACKFT 3-RFSINENTIAL. ADMISSION FORM SFCTION U 7



ABERDEEN AREA YOUTH REGIONAL TREATMENT CENTER

Residential Adimission Form Saction |l

Doesthaclienthave 2  YES  |destribe:

Substange Use Histpry
i *YES®, please
YES]desaribe;

Doss the client NO

Ferve past or

cumant iegal

problems?

if "YES®, please

history of violent  or NO
assauttive behavior?

If "YES®,
Has the client YES|which gang?

Desaribe the ciient's keobvament
with the gang

been invalved with NO1Gang
a gang? colors,

i5 tha client court- YES

If "YES", please enclose a copy of the oourf order.

ordered io treatment? NO

Does the client have any symploms
of an eating disorder? Thesa may
be restricted food inlake, excessive
exarise, Use of [axatives, binge
eafing, or vomiting,

YES
NO

If "YES", pleasa deseribe:

Client's heigt
witholt shoes:

Clients weight
(without shoes):

if "YES", please
Does tha cliant have a YES  |describa:

History of firesetting? NO

Does the cliamt Ti "YES', please
have & history of YES describe:

problematic sexua NO
bohendior?

00585 The Chier fiava a Tistory of
haaming problems {leaming
disability, special sducation,
ra6aUee rooms, mental
retardafion)?

YeS
NO

T =YES',
please
describe:

¥ *YES®, how many
Is the client YES{weoks pragnant?

Who s providing prenalal cae for
the client?

pregnend? NO it ocation and
Phone #:

When was the last prenatal appoiniment?

Treatment Acceplance/Resistance

Does the addlescant Plaasa
ﬁmoogn'm thedr use of YES describe:

s or alcolwol is a NO
7

How do they

[describa their usa
of duge andior

[

INTAKE PACKET 3-RESIDENTIAL ADMISSION FORM SECTION I




ABERDEEN AREA YOUTH REGIONAL TREATMENT CENTER 5

Residentiai Admission Form Section {!
Supsiance Vse History
iRefapse/Confinued Use Potential:
Ts the dienl Has ther Pleasa
showing craving  YES{use YES  |describe:
any diug-seeking  NO |increased NO
bahavior? recently?
Has tha cliant made Ploase
aliempis to confrol o YES {describe:
cut down on their NO
substance use?
[T the ciient is absfinent, Pleasa
are they in a personal YES [Idescribe:
crisig and af risk of NO
relapse?
Recovery Environment
The following quastions daal with whether tha clienl's curvent anvironmant is not supportive of recovery, is hazardous, oF there are difficuffies in
the homa that make it difficult to participate in treatment on an outpatient level.
Family Mermber's Name Age Retationship
Please fist the
members of the
client's family.
Namea Age Relationship
Who curently fives in_
with the
cliant, cther than family
mesnbers? Flease fist
their names, ages, and
relationship to ofient:
WES', ploass.
Isthere anyhistory of  YES  {doscriber
vickenca or. domastic NO

{ebusein _ the home?

T YES, pleasa
! there amyone describe:
curmently living in YES
the client’s homa NO
thal is an aclive

substanca abusor?

INTAKE PACKET 3-RESIDENTIAL ADMISSION FORM SECTION Il




ABERDEEN AREA YOUTH REGIONAL TREATMENT CENTER 5
Residential Admission Farm Section [l

' Substance Use History
&5 ere anyone TEYES", please
currently fiving in descripe:.
the clienf's home YES
that is active ina NQ
program of
recovery?
Does the client If "YES", please
have any frisnds doscribe,
who are non-sers YES
of activa in a NO
program of
recovery?
Aftercare AAMNA Al-Anon
Alatesn Other
What type of Afercars . M NA__
suppordt groups are Healing Theough Feeling
available to the Al-Anon Alateen
Tamity?
Other
Living Situafion:
What are the
current dischage SchodWark:
plana for the dlient
JFraquancy of aftercare visits:
 Additional Information
|ls dient's substance use at feest of moderats severity? YES NO
Doas cfisht need an infensive orogram with a8 24-heur stuocture? YES NO
13 client unable ks confrol usa despite active participation in Jess intensive care? YES NO
I3 there & danger of physical, sexual, ancior sevare emofional attached in
tha patient’s curment environment, which will make recovery uniikely without ‘
removing the Individust from this environment? YES NO -
the client experience difficulties in' gafiing to outpatient ieatment? YES NO -
Has clienf's Lsa increased in the last & monthe? YES NO. - -
Referring Counselor's Sigratire: ' Data:

INTAKE PAGKET 3-RESIDENTIAL ADMISSION FORM SECTION I



ABERDEEN AREA YQOUTH REGIONAL TREATMENT CENTER
Resldential Admission Form Section li
Substance iz Hiskor

Substance {check
all that apply)

Aga of

First Use |[Use

Date of |ast

Usual
Amount
Used

Frequancy
of Use

Moaths/
Years of
Regular
Use

How
Taken
(see
below)

Tolerance (Yes

or Hoj

Withdrawal
{fes or No}

Alcohol:

Beer/Coolers

Wine

Hard Liquor

Cannabis:

Manjuana

Hashish

Hash Off

r}:rallucinogen 5

S0 or *Acid"

Peyole/Mescaline

Psilocybin

PCP

Mushrooms

Datura

Olher:

Cocaine:
Powder

CrackiFreebase

Optates:

Heroin

Codene

Cpium

Synihetics

Stimulants:
Speed

Crank/Crys{dl

Ica

516, MDA, eic.

Sedatives:

Valiim

Libeium

Xarax

INicotine:

Cigareftss

Cigars

Pipes

Chew Snuff

Snort Snuff

Inhalants:
Solvenis

White-Cut

Spray Cans

Anesthetics

Frequancy of Us&

1 = No use Int the past month

2 = 0nce a month
3 = Onca a week-

4= 2-3 times per week
§=Qncaaday
6 = 2-3 times z day

7 = Continuous use

How Taken:

0 =0ral

I= In]qqiqn

X<=Other

INTAKE PACKET 3-RESIDENTIAL ADMISSION FORM SECTION If




ABERDEEN AREA YOUTH REGIONAL TREATMENT CENTER 8
Residential Admission Form Section lll

Medical Information

Medical

Name of Physician:

Address:

Phone #:

Date of last Physical Exam:

Vision

Namie of Optometrist:

Address:

Phone #

Wears Woears or needs
Date of last Eye Exam: ‘ Contacts glasses

Pental

Name of Dentist:

Name of Clinle:

Address:

Phone #

Date of last Dentat Exam:

Client's Signature Date

Signature of Cliant's Inferviewer Date

Printed Name of Client's Iterviewer/ Tiie ~Date

INTAKE PACKET 4-RESIDENTIAL ADMISSION FORM SEGTION Il




FORM APPROVED: OME NO. 0917-0030
1HS-810 (11/08) DEPARTMENT OF HEALTH AND HUMAN SERVICES Exgitation Date: 113072009
FRONT Indian Health Service See OME Statement on Reverse.

AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION
COMPLETE ALL SECTIONS, DATE, AND SIGN

L | , hereby voluntarily authorize the disclosure of information from my
health record. (Mame of Patient)
II. The information Is to be disclosed by: And ig to be provided to: PARENT/LEGAL GUARDIAN
NAME OF FACILITY NAME OF PERSON/ORGANIZATION/FACILITY
Aberdeen Area Youth Regional Treatment Ctr
ADDRESS ADDRESS
PO Box 680
CITY/STATE CITY/STATE

Mobridge, SD 57601-0630
11I. The purpose or need for this disclosure Is:

Further Medical Care Attormey School Research .

{77 Personai Use Insurance Disability 7] Other (Specify) Court(s), Legal, Educational IEP's
IV. The information to be disclosed from my health recard: (chack appropriate box(es))

D Entire Recard

Only information related to (speciy) Al pertinent documentation regarding past and present usage history and performance in the areas listed
above that apply to the treatment episode that would ensure continuity of care for this resident.

] Oniy the peried of everts from 1o
[ other (specity} (cHS, Biting, ete.)
D Psychotherapy Notes ONLY (by checking this box, | am waiving any psychotherapist-patient privilege)
If you would like any of the following sensitive information disclosed, check the appiicable box(es) below:
7] Alcohol/Drug Abuse Treatment/Referral 7] Hiv7AIDS-related Treatment
"] Sexuaity Transmitted Diseases 1 Mental Heatth (Other than Psychotherapy Notes)

V. | understand that | may revoke this authorization in writing submitied at any time to the Health Information Management (Heaith Records)
Depariment, except to the extent that action has been taken in refiance on this authorization. K this authorization was obtained as a condition of
obtaining insurance coverage or a policy of insurance, other law may provide the insurer with the right to contest a claim under the policy. If this
authorization has not been revoked, it will terminate one year from the date of my signature unless a different expiration date or expiration eventis
stated.

(Enter if cifferent irom one yesr siterdale below)

I understand that IHS will not condition treatmant or eligibiiity for care on my providing this authorization except if such care is:
(1) rasearch relatad or {2} provided solely for the purpose of creating Protectad Health information for distlosura to a third party.

| understand that information disciosed by this authorization, except for Alcohol and Drug Abuse as defined in 42 CFR Part 2, may be subject o
redisclosure by the recipient and may no longer be pratected by the Health Insurance Portability and Accountabilty Act Privacy Ruls [45 CFR Part
164] , and the Privacy Act of 1974 [5 USC 552a].

SIGNATURE OF PATIENT DATE

SIGNATURE OF PERSONAL REPRESENTATIVE (State relationiship 10 patiert) or Withess (if signature s thumbprint o mark] DATE

This information is to be released for the purpose stated above and rmay not be wsed by the recipient for any other purpose. Any person who knowingly and willfully requests or
chiains any record concerning an individual from a Federal agency under false pretenses shall be guilty of a misdemeanor (5 USC 552)3))-

{ PATIENT IDENTIFIC AT]Oi\’ i1 NAME (Last, First, Ml) RECORD NUMBER

ADDRESS
i} AAYRTC
il POBox 680

CITY/STATE DATE OF BIRTH
Mobridge, SD 57601-0680

P3C Craphic Ans (¥11) 44310900 EF



FORM APPROVED: OMB NO. 0917-0030
IHS-810 (11/06) DEPARTMENT OF HEALTH AND HUMAN SERVICES Expiration Date: 1 1/3072009
FRONT Indian Health Service See OMB Statement on Reverse.

AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION
COMPLETE ALL SECTIONS, DATE, AND SIGN

L | , hereby voluntarily authorize the disclosure of information from my
haalth record. {Name of Patient)
II. The information is to be disclosed by: PARENT /LEGAL GUARD]AM is to be provided to:
NAME OF FACILITY NAME OF PERSON/ORGANIZATION/FACILITY
Aberdeen Area Youth Regional Treatment Cir
ADDRESS ADDRESS
PO Box 680
CITY/STATE CITY/STATE
Mobndge, SD 57601-0680

IIL. The purpose or need for this disciosure is:

7] Funther Medical Care Attormey School Research .

] Personal Use tnsurance 7] bisabiiity 7] Other (Specity) Couri(s), Legal, Educational IEFs
IV. The information to be disclosed from my health record: (chock appropriate box(es))

[T Entire Record
Only information related to (speciyy Al pertinent documentation regarding past and present usage history and performance in the areas listed
above that apply to the treatment episode that would ensure continuity of care for this resident.

EI Only the period of events from 10
] Other (specity) (CHs, Bitting, tc.)
!:l Psychotherapy Notes ONLY (by checking this box, | arn waiving arty psychotherapist-patient privilege)
if youy would like any of the following sensitive information diaclosed, check the applicable box{es) beiow:
] AtcoholDrug Abuse Treatment/Referral ] HIV/AIDS-related Treatment
E] Sexually Transmitted Discases E] Mental Health (Other than Psychotherapy Notes)

¥. | understand that | may revoke this authorization in writing submitted at any time to the Health Information Management (Mealth Records)
Department, except to the extent that action has been taken in reliance on this authorization. If this authorization was obtained as a condition of
obtaining insurance coverage or a policy of insurance, other law may provide the insurer with the right to contest a claim under the policy. If this
authorization has not been revoked, it will terminate one year from the date of my signature unless a different expiration date or expiration eventis
stated.

(Enterif different from one year afterdats beiow)
| undarstand that IHS will not condition traatment or eligibility for care on my providing this authorization except if such care is:
(1) research related or (2) pravided solely for the purpose of creating Protected Heaith information for disclosure to a third party.

I understand that information disclosed by this authorization, except for Alcohol and Drug Abuse as defined in 42 CFR Part 2, may be subject to
redisclosure by the recipient and may no longer be protected by the Heaith Insurance Portabiity and Accountabifity Act Privacy Rule [45 CFR Part
164] , and the Privacy Act of 1974 [5 USC 552a].

SIGNATURE OF PATIENT DATE

SIGNATURE OF PERSONAL REPRESENTATIVE (State refationship to patient) or Witnass (if signature is thumbprint or mark) DATE

This information is to be released for the puspose stated above and may not be used by the recipient for any other puspose. Any person who knowingly and willfully requests or
oblmmany mcurdconmmng an individual from a Federal agency under false pretenses shall be guilty of 4 misdemeanor (5 USC 552a(i)3)).

. PATIENT IDENTIFICATION ;| NAME (Last, First, M) RECORD NUMBER

| [AbDRESS
AAYRTC
il PO Box 680

- CITV/STATE DATE OF BIRTH
Mobridge, SD 57601-0680

—
PSC Graghic Arts (301) 443- koo EF



FORM APPROVED: OMB NO. 0917-0030
IHS-810 (11/06} DEPARTMENT QF HEALTH AND HUMAN SERVICES Expiration Date: 1 /072009
FRONT Indian Health Service See OME Statemens on Reverse.

AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION
COMPLETE ALL SECTIONS, DATE, AND SIGN

L . hereby voluntanly authorize the disclosure of information from my
health record. {Name of Patient)
II. The information is to be disclosed by: And s to be provided to:
NAME OF FACILITY NAME OF PERSON/ORGANIZATION/FACILITY
Aberdeen Area Youth Regional Treatment Ctr Standing Rock & McLaughlin THS
ADDRESS ADDRESS
PO Box 680 POBoxJ
CITY/STATE CITY/STATE
Mobridge, SD 57601-0680 Fort Yates, N[ 58538
III. The purpose or need for this disclosure is:
¥, ical Ca [7 [ 7 R h
:nr::r:::ds;ml o ::Z:;YOE :s:c:?:ny o,e:::cspm) Court(s), Legal, Educational IEP's

IV. The information to be disciosed from my health record; (check appropriate box{es))
[] entire Record
Only information related to (apecify) /Al pertinent documentation regarding past and present usage history and performance in the areas listed
above that apply to the treatment episode that would ensure continuity of care for this resident.

[T] Only the period of everts from 1o
[T] Other (spaceyy (s, Bitting, etc.)
[T] Paychatherapy Notes ONLY {by checking this box, | am waiving any psychotherapist-patient peivilege)
i you would like any of the following sensitive information disclosed, check the applicable box(es) below:
D Aicohol/Drug Abuse Treatment/Referral [:] HIV/AIDS-related Traatment
[] Sexuatly Transmitted Diseases 77 Mental Health (Other than Psychotherapy Notes)

Y. [ understand that [ may revoke this authorization in writing submitted at any time to the Heafth information Management (Health Records)
Department, except to the extent that action has been taken in reliance on this authonization. I this authorization was obtained as a condition of
obtaining insurance coverage or a policy of insurance, other law may provide the insurer with the right to contest a claim under the policy. If this
authorization has not been revoked, it will tarminata one year from the date of my signature unless a different expiration date or expiration aventis
stated.

(Enterif diffarant from one yoar afterdate below)
| understand that IS will not condition freatment or efigibifity for care on my providing this authorization except if such care Is:
(1) research related or (2) provided solely for the purpase of creating Pratested Health information for disclosure ta a third party.

| understand that information disclosed by this authorization, excapt for Alcohol and Drug Abuse as defined in 42 CFR Part 2, may be subject to
redisclosure by the recipient and may no longer be protected by the Health Insurance Portability and Accountability Act Privacy Rule [45 CFR Part
164} , and the Privacy Act of 1974 [5 USC 552a].

SIGNATURE OF PATIENT BATE

SIGNATURE OF PERSONAL REPRESENTATIVE (State relationship topatient) or Withesa (if signatureis thumbprint or mark) DATE

This information is o be released for the purpose stated above and may not be used by the recipient far any other purpose. Any person who knowingly and willfully requests or
oblams anymcord concerning an individual from a Federat s shal be guilty of 2 misdemeznar (5 USC 552a(i)(3)).

- PATIENT IDENTIFICATION NAME (Last, Firs, M) RECORD NUMBER
[ AooRess
| AAYRTC
PO Box 680
T CITY/STATE DATE OF BIRTH

Mobridge, SD 57601-0680

PSC Graghic Arts (301) 443- oo EF



FORM APFROVED: OMB NO. 19170030
IHS-810 (11/06) DEPARTMENT OF HEALTH AND HUMAN SERVICES Expiation Dgte: | 1/30/2009
FRONT Indian Health Service See OMBE Statement on Reverse.

AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION

COMPLETE ALL SECTIONS, DATE, AND SIGN

L , hareby voluntarily authorize the disclosure of information from my
health recaord. (dame of Patient)
II. The information is 1o be disclosed by: And is to be provided to:
NAME OF FACILITY NAME OF PERSON/ORGANIZATIONFACILITY
Standing Rock & McLaughlin IHS Aberdeen Area Youth Regional Treatment Cir
ADDRESS ADDRESS
PO BoxJ PO Box 680
CITY/STATE CITY/STATE
Fort Yates, ND 58538 Mobndge, SD 57601-0680
1. The purpose or need for this disclosure is:
Further Medical Care Atiormey School Research )
Personal Use 7] trsurance Disability iZ] Other (Specity) Court(s). Legal, Educational IEP's

IV. The information to be disclosed from my health record: {check appropriate box(es))
77 Entire Record
Only information related to (specify) Al perfinent documentation regarding past and present usage history and performance in the areas listed
above that apply to the treatment episode that would ensure continuity of care for this resident.

7] oniy the period of events from to

] other tspecity) (cHS, Biting, etc.)

D Psychotherapy Notes ONLY (by checking this box, ! am waiving any psychotherapigt-patient privilege)

If you would like any of the following sensitive information disclosed, check the applicable box{es)} below:
D Alcohol/Drug Abuse Traatment/Referral D HIV/AIDS-related Treatment

E] Sexually Transmitted Diseases r:j Mental Health (Other than Psychotherapy Noles)

V. 1 understand that | may revoke this authorization in writing submitted at any time to the Mealth information Management (Health Records)
Department, except to the extent that action has been taken in reliance on this authorization. If this authorization was abtained as a condition of
obtaining insurance coverage or a policy of insurance, other law may provide the insurer with the right to contest 2 claim under the policy. if this
authorization has not been ravoked, it will terminate one year from the tate of my signature unless a different expiration date or expiration eventis
stated.

(Enterif diffarent frorm one year aflerdate beiow)
i understand that IHS will not condition treatment or efigibility for care on my providing this authorization except if such care is:
(1} research related or (2) provided solely for the purpose of creating Protactad Health Information for disclosure to a third pany.

| understand that information disclosad by this authorization, except for Alcoho! and Drug Abuse as defined in 42 CFR Part 2, may be subject to
redisclosure by the recipient and may no longer be protected by the Health Insurance Portability and Accountability Act Privacy Rule [45 CFR Part
164} , and the Privacy Act of 1974 [5 USC 552a].

SIGNATURE OF PATIENT DATE

SIGNATURE OF PERSONAL REPRESENTATIVE (State reiationship io patient) or Winess (if signatiurais thumbprint or mark) DATE

This information is to be released for the purpose stated above and may not be used by the recipient for any other purpose. Any person who knowingly and willfully reguests or
oblamSa.uy recerd conceming an individual from a Federal agency under false pretenses shall be guilty of a misdemeanat (5 USC 552a(ix(3)).

| PATIENT IDENTIFICATION [ NAME (Last, Fist, 4] REGORD NUMBER

ADDRESS
{| AAYRTC
i| PO Box 680

- (CITV/STATE DATE OF BIRTH
Mobridge, SD 57601-0680

FSC Graphic Arts (3013 443- K¢ EF



ABERDEEN AREA YOUTH REGIONAYL TREATMENT CENTER
HISTORY AND PHYSICAL EXAMINATION

This form is to be completed by a licensed Physician, Physician’s Assistant, or a Nurse Practitioner. A

complete history and physical examination needs to be completed within at least six (6) months

prior to entering our treatment facility.

NAME: DATE OF PHYSICAL:

DOB: MALE / FEMALE (Circle one)

Vital Signs: T P R
ALLERGIES: Yes No

B/P HT WT (both without shoes)
(Circle all that apply & explain reaction:)

MEDICATIONS FOODS BEE STINGS OTHERS

VISION Screening. R L Corrected Uncorrected
HEARING Screening: R L Corrected Uncorrected
REPRODUCTIVE FACTORS: (circle LMP: Smokingg Y N PPD__
one) G P ILC SA TA Chewing tobacco:. Y N
Current Medical Problems:

Current Medications & Dose:

DRUG/ALCOHOL Usage History: Alcohol
(Circle all that apply) How long:
Last Use:

Other Street Drugs:

Marijuanna Inhalants Prescription drugs

LABS REQUESTED: CBC SMA-7 LFT’'S UA HGC TSH RPR HEPATITIS
PANEL (with A, B, C) — Please Attach Copies of ALL LABS

Past Medical History: REVIEW of Systems Physical
F =Family § = Self Examination
Yes [No|F | S NL | ABN NL | ABN | Appearance
Heart Disease General Skin
Heart Murmur Skin Eyes
Hypertension Eyes Ears
Diabetes Ears Nose
Tuberculosis Nose Mouth
Asthma Throat Throat
Seizures Mouth Neck
Cancer Endo/Meta Thorax




Hepatitis Neuro. Heart
Musculo-
STD’s skeletal Abdomen
Blood/
Kidney Disease Lymph Extremities
Athlete’s Foot Cardio. Neuro.
Mental Disorders Respiratory Psych.
Hospitalizations Gl/Liver Genitalia
Surgeries Kidney/Urol Spine/
Scoliosis
Any Prosthesis? Pscyh/Soc Rectal
Genitalia Pelvic
Breasts Breast
GYN
Other
GENERAL ASSESSMENT & PLAN:
Medical Diagnosis:
Plan:

Any physical restrictions?

(NOTE: Approximate length of stay at our treatment facility may be three months or longer
depending on this resident’s level of advancement. Please schedule any future CRITICAL
appointments before treatment and other appointments after treatment.

**COMMENTS:

** PLEASE ATTACH THE PPD FORM & A COPY OF THE IMMUNIZATION RECORD:

(Signature of Medical Provider & Degree)

(Print Medical Provider’s Name and Degree)

Name of Clinic/Facility:
Mailing Address:

Street/PO Box City State Zip+4
Phone#: ( ) FAX# ( )

e Revised: 10/24/07
IHS Manual - Chapter 18
s CARF - Section 4C




TUBERCULIN SKIN TEST QUESTIONNAIRE

Name: SS#: D.OB.

Please answer the following questions about your health prior to your TB skin test. “Yes” answers indicate
conditions that can cause false results on the TB skin test.

1) Have you ever had Tuberculosis or a positive TB skin test? Yes No

2) Areyou pregnant? Yes No

3) Are you currently ill or running a fever? Yes No

4} Have you received a vaccing in the last two months?  Yes No
(i.c., MMR, flu vaccine)

5) Have you had a viral infection within the last two months? Yes No

TUBERCULIN SKIN TEST DATA
***Please note that results for a TB skin test done within the last year are acceptable, if all the information
requested below is available on that test result.

T8 SKIN TEST MUST BE READ WITHIN 48 - 72 HOURS OF PLACEMENT ON THE FOREARM,
TESTS NOT READ AND RECORDED WITHIN THIS TIME WILL BE CONSIDERED INVALID.

TB skin test given on on the (circle one) R/L forearm
(date) (time)
Given by:
Skin test read on
(date) (time) (read by)
Redness? Yes No Induration? Yes No

If induration noted; size in mm's



